HMO Blue $500 Umn uctible City of Chicopee Coverage Period: on or after 07/01/2015
vaszacnuszTtrs  oummary of Benefits mwsn_ Coverage: What this Plan Covers & What it Costs Coverage for: Individual and Family | Plan Type: HMO

._._:m 13 o=u< asummary. If <oc want more detail about your coverage and oomw you can get the ooav_ma ﬁmq:w in the no*_Q or plan document at
www.bluecrossma.com or by caling 1-800-932-8323.

$500 member./ $1,000 family. Does

_ - {"You must pay all the ooma_% to the deductible m_,:o::_ﬁ before this plan begins han pay for covered
not apply to preventive care, prenatal e mlAm Ao .

What is the o<m_3= services you use. Check your policy or plan document to see when the deductible starts over

- deductible? care, prescription drugs, emergency . | (ysually, but not always, January.1st): See the chart. m.ﬁm;_sm on cm@m m ﬂﬂoﬁ :oé sco: <8 pay for
“_ooﬂm 3.0_% office visits, and mental covered services after you meet the deductible. e
ealth visits. S

. Are there other - G
n_ma:o:c_mm *2 mumo_ﬁ_o " :No.

services? o oL

Is there an out-of-

T Youdon'thave to. meet deductibles ﬂovmumo_ﬂ o_mmz_omm cﬁ mmm ,am o:m;_m.ﬁm:_:@ on nm@m 2 Hﬂoq
e o ”_.osmﬁ ooﬂm dﬂo_‘mmz_omm S_m u_m: 8<ma .

The out-of-pocket limit is the most you could pay during a coverage period {usually one year) for

mmmwmﬁmmﬁﬁ on my Yes. $2,000 member / $4,000 family. your share of the cost of covered services. This limit helps you plan for health care expenses.
. . . Premiums, balance-billed charges,
Mn”m“:_ﬁmuwm _MM__”MJML“Q and health care this plan Even though you pay these expenses, they don't count toward the out-of-pocket limit.
' Qommi Cover.

-If you use:an in-network doctor or oﬁ:m_‘ :mm_% care. m3<_% H:_m u_m: fll Um< moam orallofthe -
costs of covered services. Be aware, your in- :m.;ao% doctor.or :Omv_ﬁm_ may: use an ocﬁ.odn.smgoqx

Does this planusea - - ﬁéﬁ.mu_mmnqommam.oogasmmgoﬂow.

document for additional information about mxo_cama_mmgnmw. :

POl EORE s W 1 provider for some services. _u_m:m__:mm_ﬁsm term in-network; maaz.m o om;_o_vm ing for -
network oﬂ_w.qosn_mqm..v ~ porcall1-800:821-1388 daoq a mﬁ o_ﬂ | providers in Em__. :mgo_.x mmm the chart mﬁm:_n@ 0 . :
L ‘network providers. - - 1 of providers. -
Do | need a referral to This plan will pay some or all of the costs {0 see a specialist for 8<m_.8 services but o=_< if you
see a specialist? Yes. have the plan’s permission before you see the specialist.
Are there services this m <m_m : Some of the services this plan doesn't cover are listed on: nm@m 6. mmm <oE vou_o< or U_m:

plan doesn’t cover?

Scan here to learn more about the m:?_:mé of Benefits and Coverage and National Health Care Reform.
Questions: Call 1-800-932-8323 or visit us at www.bluecrossma.com. If you aren't clear about any of the underlined terms used in this form, see the Glossary. 10fQ
You can view the Glossary at www.bluecrossma.comisbeglossary or call 1-800-832-8323 to request a copy.

Blue Cross Blue Shiski of Massachusstts i& an Independent Licensse of the Blue Cross and Blua Shield Assoclation



Coinsurance is your share of {f
ao_(_:c for the service; For ex

E@m um<sm:ﬁ of moﬂx, \
The amount the v_mz pays *oq c
Lo may have to pay the difference;
. havetopaythe $500 difference
T .::m olan may. encourage you fo
o electaHealth Reimbursement
S o additional funds to :m__u 8<m
" otherwise covered) -

:

oomm_gamsﬁm are fixed dollar amounts {for example, $15) you pay for covered health care, usually when you receive the service.
y

3

i

i

e costs.of a covered service, calculated as a percent of the allowed amount (or provider's charge if it is less than the allowed
imple, if the:plan’s allowed amount for an.overnight hospital stay is $1,000 (and it is less than the provider's charge), your
ould be amoo This, 3m< change if you haven't met your deductible.

vered mm2_omm is cmmma on the allowed amount. If an out-of-network provider charges more than the allowed amount, you
[For mxmsc_m if an out-of-network :omvnm_ o:mamm ﬁ 500 for.an. o<m3_@2 stay and the allowed amount is $1,000, you may
(This - called balance c__:_._m )
usein- :mgo% providers by. o:ma_:@ <o= _oémq deductibles, copayments and coinsurance amounts. (If you are eligible to
oooca Em& Flexible mﬁmzasu Account (FSA) or you have elected a Health mm<_3@m Account (HSA), you may have access
_omnmm ﬁ.om mooxmﬂ mxnm:mmm mco:__.mm ooumi:mam no.:m:B:om_. deductibles-and costs related to services not

3 ]

Primary oma <_m_ﬁ 8 treat an é:é or ___:mmm szmmo / smﬂ Notcovered | =
Specialist Misit $35 / visit Not covered — none —
Other Emm%o:mﬁ office visit $35/ %__:.uu_.moﬁoﬂ Not covered Limited to 12 visits per calendar year
visit for members age 16 or older
_om_q_m\mnama:a\__33_::._Nmmo:_ G b No'charge Not covered GYN exam limited to one
S S oY exam per calendar year
test (x-ray, blood work) No charge Not covered Deductible applies first
Lo G Deductible applies first;
Not covered: - pre-authorization required
EEEEE for certain services

20f9




service supply . .

- Not covered:

Jo1] se
rk o] _
Up to 30-day retail (90-day mai

$15/ retail supply service) supply; cost share may be
Generic diugs or $30 / mail Not covered waived for certain covered drugs

service supply and supplies; pre-authorization

required for certain drugs

-+ Up to 30-day retail (90-day mail

| $30 / retail supply service) supply; cost share may be -
Preferred brand drugs or $60 / mail- - waived for certain covered drugs -

- and supplies; pre-authorization’
" required for certain drugs

$50 / retail supply

Up to 30-day retail (90-day mail
service) supply; cost share may be

z%-naﬁmwaq brand drugs or $150 / mail Not covered waived for certain covered drugs
service supply and supplies; pre-authorization
required for certain drugs
WWMH_MMU%MMM When obtained from a designated
Specialty drugs ﬂmdﬁm@_,a q : Not covered specialty pharmacy; pre-authorization
b , required for certain drugs
) non-preferred)
Deductible applies first;
Facility fee (e.g., ambulatory surgery center) No charge Not covered pre-authorization required
_ for certain services
Deductible applies first;
Physician{surgeon fees No charge " Not covered .- .‘pre-authorization required
. - for certain services
: . . Copayment waived if admitted
Emergency room services $150 / visit | ﬂmo / visit or for observaion stay
Emergency medical transportation No charge No charge Deductible applies first
Urgent cafe $35 / visit $35 / visit Out-of-network coverage limited

to out of service area




Lol ) Deductible applies first;
TFacility fee (e.g., hospital room) No charge Not covered ore-authorization required
. . Deductible applies first;
Eém_o_mp surgeon fee No charge Not covered ore-authorization required
S o : . . - Pre-authorization required
-Mental/Bé :_ms_oﬂm_m health oufpatient services: $20 / visit Not covered for certain services
dyo N , Deductible applies first;
_,\_mam_\wm havioral :mm::__:nmnma services No charge Nof covered pre-authorization required |
e [ T e e - Pre-authorization required ;
-Substance use disorder oufpatient services $20 / visit Not covered for certain services
mccmﬁm:om use disorder inpatient services No charge Not covered Uma:oﬁ_g_m mm_u__mm ﬂn_ﬂhn
: m _ _ pre-authorization required
: ___..u_an_mﬁm_m:a_ postnatal care No charge Notcovered | — nong —
Delivery mwa all inpatient services No charge Not covered Deductible applies first



| - S B ik - - Deductible-applies first;
Home :mmm_:: care No charge * Not covered: " pre-authorization required
Deductible appties first; limited
to 60 visits per calendar year
Rehabilitation services $35 1 visit Not covered (other than for autism, home .
health care, and speech therapy);
pre-authorization required
for certain services
_ Deductible applies first; rehabilitation
“ therapy coverage limits apply; |
. _ - cost share and coverage limits
_._mg_;m:om: services $35 / visit Not covered waived for early intervention services
for eligible.children; pre-authorization
required for certain services
Deductible applies first; limited fo
Skilled nursing care No charge Not covered 100 days per calendar year;
“ ‘ pre-authorization required
Durable :m&om_ equipment 20% coinsurance Not covered _u..wa:ﬂ_c_m applies first; cost mjm.a
_ waived for one breast pump per birth
Deductible applies first;
Hospice service No charge Not covered pre-authorization required
: for certain services |
Eye exam No charge Not covered Limited to one exam every 24 months :
Glasses Not covered Not covered —none —
| Nochargefor =~ - . - " T T
_ . _ | memberswitha | o e
| Denalghpdlep - | deftpaiato/cleft | Notooversd | miedlomembers underage 16
: o condion S _. S U SRS




Excluded Services & Other mw@%m‘m@m Services:

e Acupuncture
e Children's glasses

= Cosmetic surgery

-]

Senices Your Plan Doss NOT Gover (THis s acomplt s, Check your pllcy o plan document forather excded sevces)

Dental care (adult) e Private-duty nursing
Long-term care

Non-emergency care when traveling outside the U.S.

:_n_.___..m_ﬁ _____m.m_w___nwm_ox_.go.ﬁ policy or plan-document for other covered services and your costs for these services.)

‘Other Covered Services (This isn't a cor

e Bariatric surgery

e Chiropractic care (12 visits per calend
for members age 16 or older)

e Hearing aids ($2,000 per ear every mm
for members age 21 or younger) m

ar year

months

Infertility treatment e Weight loss programs ($150 per calendar

Routine eye care - adult (one exam every year per policy)
24 months) \

Routine foot care {only for patients with
systemic circulatory disease)

Gof G




Your Rights to Continue @@mmwm@m“

If you lose coverage under the plan, then, %nmsa_:@ upon the circumstances, Federal and State laws may provide protections that allow you to keep health coverage. Any
such righis may be limited in duration and will require you to pay a premium, which may be significantly higher than the premium you pay while covered under the plan.
Other limitations on your rights to confinue coverage may also apply.

For more information on your rights to ooa_m:cm coverage, contact your plan sponsor. Note: A plan sponsor is usually the member's employer or organization that provides
group health coverage fo the member. You may also contact your state insurance department, the U.S. Department of Labor, Employee Benefits Security Administration at
1-866-444-3272 or www.dol.gov/ebsa or the U.S. Department of Health and Human Services at 1-877-267-2323 x61565 or www.cciio.cms.gov.

Your Grievance and Appeals Rights:

If you have a complaint or are dissatisfied with a denial of coverage for claims under your plan, you may be able to appeal or file a grievance. For questions about your
rights, this notice, or assistance, you can contact the Member Service number listed on your 1D card or contact your plan sponsor. Note: A plan sponsor is usually the
member's employer or organization that Qosamw @8% health coverage to the member. You may also 8:.59 The Office of Patient Protection at 1-800-436-7757 or
www.mass.aov/hpe/opn.

oes this Coverage ?.oﬁmm Minimum Essential Coverage?
The Affordable Care Act requires most wmeu_m to have health care coverage that qualifies as “minimum essential 8<m8@m " This plan or policy does provide

minimum essential coverage.
Does this Coverage Meet %m Minimum Value Standard?

The Affordable Care Act establishes a minimum value standard of benefits of a health plan. The minimum <mmcm standard is 60% AmoEm:m_ value). This health
coverage does meet the minimum value standard for the benefits it provides.

Language Assistance |

To obtain language assistance, please call Fm toll-free Member Service number on your ID card.

SPANISH Nm%mmoc” Para obtener mmwmﬁgrm en espafiol, llame al nimero gratuito de Servicio de Atencidn al Miembro que figura en su tarjeta de identificacién.
TAGALOG (Tagalog): Kung kailangan auwo ng tulong sa Tagalog tumawag sa libreng numero ng telepono ng Serbisyo sa Miyembro na nakasulat sa inyong ID card.
CHINESE (F30) MMREFETESHE - FBITE R R ENEFRE 2B EETH

NAVAJO QuE& Dinek’ehji shika’ a’dowot ninizingo, kwoji hodiilné t°44 jitkeh béésh bee’ hane’ji T’44 doolé’é bina’ishditkidgo yeehaka’adoojah éi
binumber bee néého’dolzin biniiyé naanitinigii bikaa’ doo.

Disclaimer:

This document contains only a partial description of the benefits, limitations, exclusions and other provisions of this health care plan. It is not a policy. It is a general overview
only. It does not provide all the details of this coverage, including benefits, exclusions and policy limitations. In the event there are discrepancies between this document and
the policy, the terms and conditions of the policy will govern.

To see examples of how this plan might cover costs for a sample medical situation, see the next page.

70f9



About these Coverag

Examples:

ﬁ

These examples show how this plan mightjcover
medical care in given situations. Use these examples
to see, in general, how much financial protéction a
sample patient might get if they are 8<Q3 under

different plans.

mm._”_ :._m_an.

_ﬂncmm_gmwm mxmau_mm w_o_mmﬁ__amﬁm
<oE_moEm_m_8ma.§%_j this-plan.
- The actual care you receive will be -
_different :oa these mxmau_mm and:

oo:

~the:cost Qﬂ Smﬂ oma wi m_mo be
a_mmaa _

___.mmm ﬁ:m :mxﬁ um@m ﬁoq _suonma
_____aoﬂamao: abou #:mmw mxmsu_mm

% Plan pays $6,870
Patient pays $670

Sample care costs:

Amount owed to providers: $7,540

Hospital charges (mother)

Routine obstetric care

Hospital charges (baby)

Anesthesia

Laboratory tests

Prescriptions

Radiclogy

Vaccines, other preventive

Total

Patient pays:
Deductibles $500
Copays 320
Coinsurance $0
Limits or exclusions $150

Amount owed to providers: $5,400
Plan pays $3,430
Patient pays $1,970

Sample care costs:

Prescriptions

Medical Equipment and Supplies

Office Visits and Procedures

Education

Laboratory tests

Vaccines, other preventive

Patient pays:

Deductibles

Copays

Coinsurance

Limits or exclusions

8ofd



@gmmﬁgﬁm and answers about the ﬁ@ﬁmqm@m Examples:

E:mﬂ are some of the mmmca_uzo:v
behind the Coverage Examples?

o Costs don't include premiums,

e Sample care costs are based on national
averages supplied by the U.S. Dmnmnmamz of
Health and Human Services, and aren't
specific to a particular geographic mwmm or
health plan.

e The patienf's condition was not an mxos%a or
preexisting condition.

e All services and treatments started m_a ended
in the same coverage period.

e There are no other medical expenses for any
member covered under this plan.

e Out-of-pocket expenses are based ozwe on
treating the condition in the example. |

» The patient received all care from in-network
providers. If the patient had received jcare
from out-of-network providers, costs s_oCa
have been higher.

Questions: Call 1-800-932-8323 or visit us at www bluecrossma.com.

If you aren’t clear about any of the underlined terms used in this form, see the Glossary. You can view the Glossary
at www.bluecrossma.com/sbealossary or call 1-800-932-8323 to request a copy.

What Qomm a no<m_,m@o mxmsc_m m:os...v.

For each treatment situation, the Coverage
Example helps you see how deductibles,
copayments, and coinsurance can add up. It also
helps you see what expenses might be left up to
you to pay because the service or treatment isn't
covered or payment is limited.

Does the Coverage Example predict my

own care needs?

* No. Treatments shown are just examples. The
care you would receive for this condition could
be different based on your doctor's advice, your
age, how serious your condition is, and many
other factors.

Does the Coverage Example predict my

future expenses?

¥ No. Coverage Examples are not cost
estimators. You can't use the examples to
estimate costs for an actual condition. They are
for comparative purposes only. Your own costs
will be different depending on the care you

receive, the prices your providers charge, and
the reimbursement your health plan aflows.

Are there other costs | should consider

Can | use Coverage Examples to

compare plans?

v"Yes. When you look at the Summary of
Benefits and Coverage for other plans, you'll find
the same Coverage Examples. When you
compare plans, check the “Patient Pays” box in
each example. The smalter that number, the
more coverage the plan provides.

when comparing plans?

,\ﬁ An important cost is the premium you
pay. Generally, the lower your premium, the
more you'll pay in out-of-pocket costs, such as
copayments, deductibles, and coinsurance.
You should also consider contributions to
accounts such as health savings accounts
{HSAs), flexible spending arrangements (FSAs)
or health reimbursement accounts (HRAs) that
help you pay out-of-pocket expenses.

® Registersd Marks of tha Blue Cross and Blue Shield Assaciation.® 2015 Biue Cross and Blue Shield of Massachusalis, Inc., and @ Oun @
Blue Cross and Blue Shisld of Massachusetis HMO Blus, Inc.
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